A newly organizedemployee safetyprogram, withan If-step design, has beenintroducedat Valley General Hospitalin Monroe,Washington, with the intention ofchangingthe "culture ofsafety!'A t-year report of the results indicatesthat the overall incidence ofinjury claims,lost-time injuries,and needlestick injuries were reduced after the program was implemented and timelyreporting of claims within 24 hours was increased.The hypothesis, that by creatingmore visibility for the employee safetyprogram a decreasein il\iury rates would occur, wasconfirmed.
H ospital work includes some of the most dangerous jobs in the United States (Charney & Fragala, 1999) . The U.S. Bureau of Labor Statistics (2005) reported that health care workers sustain 4.5 times more over-exertion injuries than any other workers. In Washington State, according to the U.S. Bureau of Labor Statistics (2005) , working in a hospital is more dangerous than working in agriculture,manufacturing,transport, or construction. Working in a hospital puts employees at risk for exposures resulting in illness and injury, includinginfectious diseases; ergonomic, radiation, chemical, and patient handling injuries; and slips and falls (Charney & Fragala, 1999) . ABOUT 
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The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) (2002) , in a 2002 survey on hospital safety culture, studied 1,609 hospitals finding that the nursing shortage affected 24% of patient fatal outcomes. They stressed in this study that the "physical demands of the nursing profession" contribute to the nursing shortage (JCAHO, 2002) . This is the direct linkage cited to advance the theory to hospital administrators of the association between patient safety culture and the safety culture of health care workers. Associating the two should lead to improved safety outcomes for both. The ll-step intervention was chosen following an accumulation of data on health care worker safety exposures (Sterling, 1999) .
Back injury continues to be one of the leading causes of compensable injury to health care workers (Collins, 2004) . Needlesticks can be one ofthe most expensive injuries with sero-conversion (Jagger & Perry, 2004) . Slips, trips, and falls and ergonomic injuries are also cited as leading causes of lost days for health care workers. Early reporting and "root-cause analysis" of injuries can prevent re-injury profiles that often occur when this step is omitted, and health care workers are sent back to their posts without job analysis or work-: place re-engineering. Being an "active committee" (a term used to empower Employee Safety Committee members to function as safety officers) is an important criteria, especially in smaller rural hospitals that do not have professional safety staff. Creating a safety culture (i.e., the l l-step program), reducing employee injury using existing personnel, and linking employee safety with patient safety were the goals of this study.
METHODS
Valley General Hospital is a 72-bed acute care hospital providing both inpatient and outpatient services to a population of approximately 100,000 residents. The hospital employed 340 full-time equivalent employees in both 2003 and 2004. Sets of data relating to employee safety were assessed for 2003 and then compared with data from 2004 after 11 different safety culture design interventions were implemented. The types of data sets included in the preand post-analysis were: • Gross injury data. • Needlestick claims. • Lost-time injury data. • Timely reporting of claims.
. The following programs were implemented or enhanced during the study year as part of a macro design program to change the concepts and pragmatics of the safety culture philosophy: After implementation of these programs, data sets were analyzed for a pre-and post-descriptive study paradigm. A I-year report of the results indicate that overall incidence of injury claims were reduced from a pre-program level of 72 claims to a post-program level of 38-a reduction of 52%. Lost-time injuries were reduced from a pre-program level of 25 claims to a post-program level of 11 claims (44%). Needlestick claims followedthis downward path from a preprogram level of 7 to a post-program level of 2. Timely reporting of claims within 24 hours was increased from a preprogram level of 51% to a post-program level of 80%. The data analyzed during this study year showed a statistically significant reduction in employee injury rates for the listed categories, and confirmed the hypothesis that by creating more visibility for the employee safety program, a decrease in injury rates would occur.
DISCUSSION
Changing the employee safety culture in a hospital is contingent on a multi-disciplinary approach, involving dedicated and engaged personnel at all levels of the hospital. Writing employee safety policies alone that merely comply with JCAHO or state regulations is insufficient for changing the overall safety culture and reducing employee safety incidents. The teaching of proper body mechanics without mechanical intervention or workplace redesign has shown no improvement in the number or severity of work-related health care injuries, and safety training alone, without systemic changes in the workplace, has also shown little or no effect during the 35 years this approach has been used ' (Nelson & Baptiste, 2004) . A coordinated effort involving administrative support, Employee Safety Committee/ employee involvement, engineering controls (e.g., lifting equipment, ergonomic alterations), simplified reporting and follow up, and marketing of the safety culture leads to improved efficacy of an effective employee safety program.
The safety culture in a health care setting has individual characteristics not present in other industries. First, the current emphasis on safety culture is patient oriented in health care. Large budgets are allocated for patient safety, and many committees are constantly working on changing negative outcomes when patients are injured. Comparatively little is done for employee safety. The "Nightingale effect" in nursing (i.e., when caregivers pay more attention to patients than themselves) is a philosophy as old as nursing itself that puts nurses in a "sacrifice position" and leads to increased risk of injury.
Changing these priorities is the basis for an improved health care safety culture. The new paradigm of safety culture proposes that if a hospital is unsafe for its health care workers, it can be unsafe for its patients also. Patient safety and health care worker safety are parallels and should not be in conflict or competition for budget priorities or political importance within the institution. In systems where the priorities conflict, both patient and employee safety are at risk. Conceptually, the goal was to improve the employee safety program, if not to the current level of the patient safety culture, then at least improve its visibility and effect.
INDIVIDUAL SAFETY CULTURE COMPONENTS: 11 STEP PROGRAM
Step 1. Administrative Support For any culture change involving employee safety, the support of administration provides the necessary groundwork. This hospital's first endeavor in changing the safety culture was the support for and purchase of zero-lift patient handling equipment for medical, surgical, geriatric, and psychiatric units. Then in 2003, hospital administration supported the creation of a new Employee Safety Committee, defined as an active committee solving employee safety problems within the hospital. The employee safety officer position was underscored, and administration met with the safety officer on a regular basis to provide logistic support. Administration met with the compensation carrier/insurer to discuss ways of implementing improved strategies to ensure employee safety. The changes in safety culture would not have been implemented without the support of a visionary administration team. Administration's active involvement included allocating money under the constraints of the general budget, attending at least one safety meeting, supporting new safety design pilots, and including a percentage of time for safety activities in some full-time positions.
Step 2. Employee Safety Committee-Employee Safety Officer
The new Employee Safety Committee had equal membership from management and employees. All employee selections were by vote of hospital staff (Washington State Department of Labor and Industries, 2004b). Management selections were from Human Resources, Infection Control, Volunteer Services, and Rehabilitation Services (chairperson). Currently, the Committee is composed of eight members. The charge to the Employee Safety Committee was to move from a traditional passive committee to an active committee, a shift that the Committee strongly endorsed. In essence, this involved moving away from reacting to employee injuries and incidents to aggressively examining all current and prior employee safety trends to find areas needing immediate and future attention. Another way the Committee became more active was that Committee members were assigned tasks to complete each month to strengthen the program and their participation. Tasks were shared among Committee members.
The safety officer, an adjunct to the Safety Committee working with the Environment of Care Committee of the hospital, was appointed by administration to oversee the entire safety program. In 2003, this involved assessing safety policies and procedures to determine if they reflected current hospital practice. If they did not, the safety officer wrote new policies and procedures that captured current practice. The safety officer worked closely with the Safety Committee, met with Administration to report needs and successes, participated in departmental inspections, and created visibility for the safety program.
Step 3. Report, Report, and Report Upon initiation, the Safety Committee believed that success in reducing injuries would only happen if all injuries and incidents were reported by employees quickly. Studies show that delaying reporting of employee safety incidents by 2 weeks can increase overall employee lost-time, pain and suffering, and claims costs by nearly 50%. Therefore, this has been, and continues to be, a major point of emphasis by the Committee. The Human Resources department developed step-by-step guidelines for injury reporting and follow up for employees and supervisors. They also created packets for all hospital department staff to make it easier to report incidents and injuries. Hospital policy on reporting all incidents and completing all required paperwork by the end of the shift in which the incident or injury occurred was promoted throughout the hospital.
Step 4. Post·lncldent Analysis and Investlgat/on The hospital's safety culture has supported timely investigations for all employee safety incidents (Washington State Department of Labor and Industries, 2004a). Rapid investigations not only reduce the likelihood of the incident occurring again, but also demonstrate to all staff the level of organizational concern for and dedication to improving employee health and safety. Investigations for all non-serious injuries and incidents (those without losttime or lost-function for the employee) usually involve speaking with the employee, manager of the department, any eye-witness(s), and an employee representative. Understanding the events leading up to an incident can affect how processes are evaluated, as well as more accurately determine which changes need to be made immediately and overall trends that require sharper analysis. For all serious injuries, the Committee is moving toward a formal "root-cause analysis." This is not only a requirement for the State of Washington, but is also an effective learning 396 tool when analyzing injury events. The goal of root-cause analysis is to find the origin of the incident, not just what happened during the incident. The Committee strongly believes in the "non-blame approach" when analyzing incidents. Root-cause analysis searches for the systemic flaws that lead to accidents and injuries, and puts a lower priority on individual responsibility. The root-cause analysis group consists of the supervisor of the department involved, members of the Safety Committee, and an employee representative. They bring their conclusions and recommendations to the Safety Committee for final review and implementation.
Step 5. Compliance with Needlestlck Legislation Washington State standards indicate it is the responsibility of all hospitals to analyze the most current safety devices to prevent needlestick injuries (Washington State Department of Labor and Industries, 2003) . The Safety Committee worked with the hospital's Infection Control Committee, the occupational health nurse, and nursing staff to test, select, and purchase the latest safety needles for implementation throughout the hospital. Currently, the hospital's Product Standardization Committee is involved in an ongoing process with vendors to be aware of new advances in safety-needle technology. This committee involves frontline health care workers, as mandated by regulation, and provides an annual review of needle devices. Approximately 95% of all departments are now using the most current devices available. The 5% that remain include some departments or individual procedures for which there are no engineered devices.
Step 6. Ergonomic Analysis
The Safety Committee has performed 25 ergonomic evaluations during the study year. Despite the repeal of ergonomic legislation in Washington State, this facility used the information and data points within the legislative calculations as the measuring tool for re-engineering workstations. These evaluations included individual workstation analysis and departmental ergonomic design. The results of these evaluations led to workstation improvements resulting in greater ease and comfort as hospital employees perform their tasks. Ergonomic evaluations, ranging from workers in computer-centered sitting jobs to employees rearranging shelves in stores, have focused on some of the most basic ergonomic principles. The hospital is slowly moving toward a 10-pound rule to minimize the number of times an employee lifts an object weighing more than 10 pounds from the floor or above the shoulders (the most stressful position for the low back and shoulders). In 1991, NIOSH determined that the maximum weight a healthy man should lift from the floor, using perfect body mechanics, is 51 pounds. In reality, few individuals use perfect body mechanics, especially in a health care setting where structural design flaws proliferate. Therefore, the hospital abandoned the 51-pound rule and adopted an individual departmental review approach to job tasks, evaluations, and designs. Twenty-five departments were monitored during the study year. Workstations were surveyed, employees were interviewed, and data sets were analyzed. This allowed the Committee to take a micro approach to ergonomic interventions.
Step 7. Zero-Lift Program/Equipment/Engineering
Zero-lift programs have been introduced nationally in both acute care and long-term care facilities with notable injury reduction outcomes (Fragala, 2004) . The hospital began a zero-lift program to protect the nursing work force from back and upper extremity injuries common to manual patient transfers. Initially, approximately $40,000 was spent on purchasing mechanical lifting devices such as sit-stand lifts, vertical lifts, and lateral-transfer chairs and tables for patient care areas. Policy and procedures mandating the use of equipment was also developed hospital-wide.
Zero-lift has been both a challenging and rewarding program, with many improvements still in progress. The greatest challenge in implementing this program has been staff training and staff follow-through on the use of the equipment. Zero-lift is now part of the annual nursing competency list for medical and surgical units, and the hospital continually provides on-the-spot training when necessary. The Committee believes these strategies will increase the use of mechanical lifting devices. However, mechanical devices are not the only strategy to move toward a zero-lift facility. The hospital has also been successful in using non-mechanical transfer aids, such as reduced friction bed positioning sheets. To make improvements to the program in the future, employees need to evaluate devices, both mechanical and non-mechanical, that might prove beneficial in patient care areas. Currently, the hospital is installing the first ceiling lift system in a patient room. Patient lifting and transferring injuries have been reduced from seven to four.
Other simple engineering efforts in non-nursing areas have helped reduce exposure to ergonomic hazards. These efforts include sewing linen bags in half to minimize weight and rearranging shelves in many areas to move toward the to-pound rule. The Committee found that the majority of engineering improvements in nonpatient care departments have little or no cost. Another method used to analyze and improve employee safety is job shadowing. When a member of the Safety Committee "job shadows" an employee in a high-injury-rate department, it fosters a better understanding of individual needs in these departments. Also, shadowing is a forum for employee feedback, further improving interaction among all levels of the hospital.
Step 8. Return-to-Work In 2003, the hospital drafted a return-to-work (RTW) policy and program for employees out of work because of injury or illness. As this program progressed, minor adjustments were made to create a program that would positively affect employees and managers. The program allows' employees who are expected by their health care providers to return to normal duty in 30 to 60 days to participate in the RTW program. While on modified duty, employees receive their regular rate of pay, even if they are not performing their typical work functions. Also, a central cost center is charged for wages earned by employees when they are on modified duty. This allows managers to accept modified duty employees'without a negative effect on their budget, thus encouraging managers to find modified duty tasks for employees recovering from injury or illness. Approximately 23% of injured workers in 2004 were eligible for this program and were accommodated.
Step 9. Patient-Handling Specialist . As part of the zero-lift program, one individual is designated to assess the need for lifts and other equipment. The hospital designated this position the patienthandling specialist (PHS), and appointed the manager of the Physical Therapy and Rehabilitation Department to regularly consult with patient care departments. The PHS is available during the day when questions arise about which mechanical lift or technique should be used, or when help is needed with complex patients who have challenging clinical and transfer needs. The PHS performs on-the-spot training and consultation. A guideline to follow is that every time staff members have to manually lift a patient, even when only minimal to moderate assistance is required, zero-lift equipment should be used. The PHS assists with program implementation because zero-lift is a challenge requiring a broad knowledge base. Considering the numbers and types of patient transfers, lifts (both vertical and horizontal), repositioning devices, bariatric products, and slings, the need for an in-house expert is paramount and assists the patient care staff in adjusting to and complying with the technology of the program.
Step 10. Marketing An Employee Safety Committee dedicated to improving the culture of safety in a hospital will not reach its potential unless the Committee aggressively markets their message and results. When combined, more support will come from all levels of the hospital. As mentioned previously, the committee must be active, noticeable to staff, and readily accessible. The following are some examples of marketing by the Safety Committee at Valley General Hospital: • Follow up on all incidents and injuries.
• Present quarterly at Management Council. • Present twice yearly to the Board Quality Committee. • Offer annual in-services for each hospital-wide department.
• Provide a cafeteria celebration after achieving 100 days without a lost-time injury. • Participate in monthly rounds in conjunction with the Environment of Care Committee. • Display the purpose statement and names of committee members in key locations around the hospital.
• Write articles about the committee for employee newsletters, education updates, and paycheck stubs.
• Display "days without lost time injury" signs at 15 locations around the hospital.
These commitments, along with other initiatives, keep safety in the minds of employees.
IN SUMMARY

Creation of a Safety Culture
Reducing Workplace Injuries in aRural Hospital Setting
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1 Hospitals can be adangerous environment in which workers are put atrisk for injury and exposed to illness.
2 Safety culture in health care means protecting employees with the same vigor as protecting patients. When these prioities conflict, both patient and employee safety are atrisk.
3 Active safety committees, especially insmall rural hospitals, provide manpower forsafety. Employee safety isa hospital-wide responsibility.
4 The goals ofthis study were to create asafety culture (11-step program), reduce employee injury using existing personnel, and link employee safety with patient safety.
Stsp 11. Consultation
The hospital is part of a 42-member Self-Insured Worker's Compensation Trust in Washington State. Part of membership in this trust includes having one individual from the Trust who oversees the safety program. This consultant for the hospital has been to the facility numerous times for inspections, mock audits, individual program assessments, and safety design ideas. These visits have provided an "extra pair of eyes" in evaluating the program.
CONCLUSION
Success in improving the hospital-wideemployee safety record was initiated by an administrativecommitment to making the workplace a safer environment for both patients and staff.The "osmosis effect" of employee safety to patient safety can beseen in the following examples: • A no-manual-lift program reduces patient pain and skin tears during transfers, and increases staff retention rates resulting in better bedside clinical care. • A functional RTW program reduces under-staffing and brings professional staff back to work more rapidly. • A PHS creates, through direct demonstration and training of staff, improved transfers and repositioning. • An active Safety Committee puts energy into the macro safety program, with overlapping responsibilities to protect patients.
With this commitment, the employee safety culture has positively affected the entire culture of safety throughout the hospital and led to reduced incidents and injuries 398 for hospital staff. The keys to improving safety culture and decreasing overall injury claims are multidimensional. First, the early reporting system was drastically improved. This was an imperative step to affect employee safety. After this system was improved, all other efforts including equipment purchases, ergonomic evaluations, and incident investigations, became more efficacious. Aggressive marketing of all employee safety efforts and results has kept the momentum as new opportunities for improvement have emerged. In the future, by continuing to improve and maintain this culture of safety and by equating employee safety with patient safety, this hospital will continue to decrease safety related incidents.
The 11 steps are the foundation of a safety program, creating program visibility, and continued discussion about employee safety among different committees and dialogue on the connection between employee and patient safety. This design can be used by larger facilities successfully because of the variety of interventions, and accountability and attention paid to safety details within this approach. In this program design, existing staff are encouraged to be responsible for safety programs, especially when no professional staff exists within a facility.
